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Purpose: To identify the best practice standards of the Dtepent of Developmental Services (DDS) for
the delivery of nursing care by licensed nursesiging care/support to persons served by the tspat.

Applicability: This standard shall apply to licensed nurses engplay contracted by DDS or private agencies
licensed or funded by DDS who provide or coordircatee to persons in residential and respite progyramto
persons receiving individual supports or residm@ommunity Training Homes.

Definitions:

Nursing AssessmentA “ systematic, dynamic process by which the nuitse@ugh interaction with the client,
significant others, and health care providers,eotdl and analyzes data about the client. Assesssierttader
than observing and data gathering. It includesffjication of processes such as critical thinlang
professional judgments used in prioritizing, idgmtig immediate and anticipated need, analyzingiozdnd
nursing interventions aimed at appropriate outcomed providing for holistic continuum of care” (AN
Nursing Scope and Standards of Practice). Nursgegssment is limited in Connecticut to RN scopera€tice
only.

Nursing ProcessAn evolving procedure consisting of five comporsdoy which a person’s health status and
needs are identified (assessment and diagnosasis pke developed (planning), care is delivered
(implementation), and outcomes are evaluated (atiah) as the physical, social, and emotional polsl of
the person are resolved and/or new problems andifidel.

Nursing Review: The reporting and evaluation by an RN of the p@sstesponse to a prescribed plan of
treatment and to nursing and/or health care inteimes which occurred during the review period.

Responsible RNThe registered nurse that has been identified #&cbeuntable for the health care of persons at
a particular site or being supported by a particpfagram.

Responsible covering RN'he registered nurse (i.e., Nursing supervisofyvotker of responsible nurse) that
has been identified to cover during business haumsther RN's caseload during their vacation, gijeetc.)

RN On-Call:As defined in DDS Procedure- A regional commurndcasystem that identifies one or more
registered nurses, who are responsible for respgrdicalls within a specified area, of the regibiat are
made outside of business hours and that necessuatsight, intervention and documentation by asteged
nurse

I ntroduction:

The standards for delivery of nursing care in Catinat are identified in the Nurse Practice Act déinel rulings
of the Board of Examiners for Nursing (BOEN). Lised nurses hired or contracted to provide nursing
care/support to persons served by the departmemixpected to provide that care/support withinsttape of
practice identified for the license they hold. RiMe responsible for the implementation of all psasehe
nursing process. Licensed Practical Nurses (LPNsparmitted to participate in the nursing procasdy
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within the specific parameters identified in the BODeclaratory Ruling on LPN scope of practice. TRN is
required to perform their responsibilities undex tlirection of a registered nurse. In communityeldasettings,
an RN who is “proximately available for on-siteitssand available can provide this direction bgpélone”.
(Refer to References section of this documentifirtb the Declaratory Ruling).

Implementation of the nursing process as identifieithis Nursing Standard should allow for the dety of
quality nursing care within a systematic, goal-dieel framework and a reasonable assurance that the
individual's course along the health/illness comtim is predictable and progressive. An oversiglinission
in any of the steps of this process may lead ®tlegn optimal nursing care.

DDS Standard: Nursing interventions shall take place within tloatext of the components of the nursing
process and includedbesiderations identified in this standard.

A. Components of the nursing process and expentafar the delivery of nursing care
1. Assessment and data collection

a) The purpose of the assessment component ofufsly process as performed by the RN is to:
" Determine the physical condition of the person byesvation or report
" Deliberately and systematically collect data alibatperson’s condition
and needs by observation or report
" Determine the person’s current health status amgalential for change to
that status
" Evaluate the person’s past and present copingrpatte
" Analyze data collected, identify problems, and nasw@nd interventions

b) The assessment process shall include consiolerattihe following five factors:
" Biophysical conditions (i.e., medical diagnoses @adtment plan)
" Psychosocial environmental concerns
" Self Care skills/deficits
. Educational/ training needs of the person and tiadseprovide support to
that person
" Transition planning as appropriate

c) The LPN is permitted to suppdhie assessment process through the collectioataf teporting of
pertinent observations, and suggestion of nursiteyvention modifications based upon the
person’s response.

d) Nursing assessments support the planning préoesxlividuals. For this reason, the responsible
RN or responsible covering RN shall complete aes®ssent of a person in their care according to
the following guidelines:

» Prior to acceptance or within 2 working days of &hion of the person to Community Living
Arrangements (CLA) or Campus based homes. RN/RNalhmust be immediately notified
when the person is admitted so orders can be redend direction for care provided until
assessment is completed. Nurse may direct trataffid@ complete a body check to document
presence of bruising or obvious skin alteratiomal as vital signs upon admission.

* Prior to admission or as identified by the indivadla planning process for services provided in
a Community Training Home (CTH), or Individ@upports/Own Home (formerly supported
living)

» In conjunction with the discharge of the persomfranother care facility (i.e., hospital, LTC)
back to their home either within 24 hours priodischarge or within 2 working days following
discharge. The RN/RN On Call must be called imntetifaupon the person’s return to the
facility orders can be reviewed and direction farecprovided.
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» Prior to the initial admission to a DDS Respite teeand as necessary to update information
prior to visits

= At the frequency identified in regulation (i.e.,A@®IR, DDS Licensing) and to support the
planning and support process of the department énaually, semi-annually, and/or quarterly).

= Whenever there is a change in the person’s nedusatih status.

= Prior to the planned discharge of a person fromimmee to another.

e) Generally, nursing assessments involve the Missection of the person being assessed. Some
assessments however, may be conducted as partd#raified communication/On-Call process in
which information is obtained from a caller accaglio the specified DDS RN On-Call procedure.
The RN using nursing judgment, collects all neagsdata to determine the acuity of the situation,
and decides the action to be taken to ensure tiehrend safety of the person. The RN maintains
the option to visit the person’s home or to ditéétt the person have timely medical care at the
appropriate facility.

2. Nursing Diagnosis

The purpose of the Nursing Diagnosis asraponent of the Nursing Process is to reflect the
nurse’s clinical judgment about the paiseesponse to actual or potential health conatior
needs (i.e., A person in pain may derratesthe potential for poor nutrition, anxiety déor
decreased mobility).

3. Planning

a) The purpose of the Planning component of thesiNg process is to develop the care plan that
specifies the goals and interventions Withtbe provided to the person to promote, maintain
restore their health, prevent illness affiecahabilitation.

b) The RN shall develop the plan following colladtoon with the person and others who support the
person. This plan shall be reflected inititgvidual’s plan of support.

¢) The LPN can assist the RN in the developmeth@plan by providing data, contributing to the
identification of priorities, and contributing the identification of realistic and measurable goals

d) During the planning phase the RN shall condidertraining requirements of the person,
family/guardian, and/or support staff, and the tinaene that is necessary to implement this training

e) The RN shall revise the plan when the needseoperson significantly change (i.e., new diagnoses
new medications, changes in condition). This revishall be reflected in nursing documentation.

f) For the purpose of completion of the Level ofeldd¢ool, and the development of the Individual Plan
the health care plan shall be revised at a mininaman annual basis by the RN. A review of the plan
and the person’s response shall be completed byutse® on a semi-annual, and/or quarterly basis as
required by regulation.

4.  Implementation

a) The purpose of the Implementation componertt@Nursing Process is for the RN and/or the LPN
under the direction of the RN, is to execute tleenants of the identified plan.

b) The RN or LPN under the direction of the RN rdajegate all or portions of the implementation of

the health plan to appropriately trained non-lieehgersonnel per the DDS Nursing Standard on
Delegation to Non-licensed personnel.

Nursing Standard 09.1 Nursing Process 3



¢) The RN is responsible for the total plan whictludes awareness of all aspects of the implementat
of the plan and the person’s response to it.

d) The RN is responsible to transfer informatiogareling the care plan when the person is transfenre
discharged to another facility.

e) The LPN is responsible to keep the RN adviseditahll aspects of the implementation of the plan,
the person’s response to the plan, and changesserbed treatments that may impact the plan.

5. Evaluation

a) The purpose of the Evaluation component of thesidg Process is to determine the person’s
progress toward achievement of the identified gaatior the revision of the care plan as new
problems are identified.

b) The RN's evaluation of care can lead to chanmgéise elements of the plan and/or implementation o
those elements as the person’s status and neeatgecenis evaluation process is reflected in ngrsin
documentation such as focus nursing notes andcindmpletion of periodic Nursing/Health Care
reviews at the frequency identified in regulation.

c) The LPN supports the RN'’s evaluation through imomication of observations, data, and the person’s
response to treatment.

d) The RN is also supported in this component eftfocess through communication with others who
provide care, support, and/or information. (i.ealth care providers, family/guardian, staff).

B. Documentation of the Nursing Process
Utilization of the RN’s use of the compatseof the Nursing Process shall be evident inerewf nursing
notes and other health related documemaRefer to DDS Nursing Standard on Nursing

Documentation for current department regjuents.
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